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Abstract
Background: Although primary care should be the cornerstone of medical practice, inappropriate
use of urgent care for non-urgent patients is a growing problem that has significant economic and
healthcare consequences. The characteristics of patients who choose the urgent care setting, as
well as the reasoning behind their decisions, is not well established. The purpose of this study was
to determine the motivation behind, and characteristics of, adult patients who choose to access
health care in our urgent care clinic. The relevance of understanding the motivation driving this
patient population is especially pertinent given recent trends towards universal healthcare and the
unclear impact it may have on the demands of urgent care.
Methods: We conducted a cross-sectional survey of patients seeking care at an urgent care clinic
(UCC) within a large acute care safety-net urban hospital over a six-week period. Survey data
included demographics, social and economic information, reasons that patients chose a UCC,
previous primary care exposure, reasons for delaying care, and preventive care needs.
Results: A total of 1, 006 patients were randomly surveyed. Twenty-five percent of patients
identified Spanish as their preferred language. Fifty-four percent of patients reported choosing the
UCC due to not having to make an appointment, 51.2% because it was convenient, 43.9% because
of same day test results, 42.7% because of ability to get same-day medications and 15.1% because
co-payment was not mandatory. Lack of a regular physician was reported by 67.9% of patients and
57.2% lacked a regular source of care. Patients reported delaying access to care for a variety of
reasons.
Conclusion: Despite a common belief that patients seek care in the urgent care setting primarily
for economic reasons, this study suggests that patients choose the urgent care setting based largely
on convenience and more timely care. This information is especially applicable to the potential
increase in urgent care volume in a universal healthcare system. Additionally, this study adds to the
body of literature supporting the important role of timely primary care in healthcare maintenance.
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Background
Ideally, primary care should be the cornerstone of medical
practice, but over the past decade there has been a trend
towards increased utilization of urgent care clinics
(UCCs) and emergency departments (EDs) for primary
care needs [1,2]. Inappropriate use of urgent care infra-
structure is recognized as a worldwide problem [3]. By vir-
tue of its unique accessibility, the UCC in a public safety
net hospital has developed an important and expanding
role in the health care system. The UCC is considered a
clinic independent of the primary care clinic setting and
provides open access for patients seeking care for acute
medical problems that are not severe enough to warrant
Emergency Department evaluation. However, delivery of
care via infrastructure geared towards acute, hospital-
based services is problematic; patients who rely on these
non-primary sources for health care may not receive pre-
ventive care services and fail to receive adequate care for
their chronic medical conditions. Shea et al. demon-
strated that patients who rely on an ED for blood pressure
checks and medication refills are more likely to have
severe uncontrolled hypertension [4]. The economic
implications of seeking care in urgent care settings are also
significant. A previously published National Medical
Expenditure Survey estimated the annual cost difference
between non-urgent ED visits compared to the cost of
treatment in primary care facilities to be $1.3 billion dol-
lars [5]. More worrisome is evidence that insurance cover-
age alone does not guarantee the use of timely and
appropriate medical care [6,7].
Although the literature suggests many reasons why
patients choose non-primary care clinics for their health-
care, there persists substantial uncertainty surrounding
this patient population and the motivation driving their
decision as to where to seek care [8]. Convenience has
been cited to be a driving factor. Meditz et al. found that
37% of patients presenting for urgent care did so because
they were off work and 20% because transportation was
available at that time [9]. When asked to choose the most
convenient time for a clinic appointment, these patients
chose Saturday; the vast majority suggested that they
would have chosen a primary care clinic over urgent care
if it were open during the weekend or evening hours.
Rizos et al. reported that the three most common reasons
for attending walk-in clinics in Canada were convenient
location, inability to see their regular physician soon
enough, and that no appointment was needed in the
urgent care setting [10]. Similarly, Shesser et al. found that
patients tended to choose urban EDs because of conven-
ience, the lack of a primary care provider, and the inability
to make a prompt appointment with their regular pro-
vider [11]. In addition, patients seeking care in EDs
equally cite lack of transportation and lack of insurance as
the reason for not having a regular source of health care
[12]. Interestingly, in one study, almost half the patients
seeking care in an ED for a non-urgent complaint were
referred there by a health care professional [13,14]. This
may suggest that inadequate primary care infrastructure
was playing as significant a role as inadequate patient
insurance or education.
In the adult UCC at Denver Health Medical Center, the
only public safety net hospital in Denver, the annual
number of patient visits almost doubled between 1990
and 2000. The specific aim of this study was therefore to
determine the motivation behind, and characteristics of,
adult patients who choose to access health care in our
UCC. Improving care to the primarily indigent patients
Denver Health serves requires an understanding of why
and how these patients access care. Simply providing
increasing access to existing primary care facilities or pro-
viding universal health insurance will not rectify deficien-
cies in health care delivery unless the factors that compel
patients to access urgent care are better understood.
Methods
Study Setting and Patients
This study was conducted at Denver Health Medical
Center, an acute care safety-net urban hospital that is ver-
tically integrated with a community health network of pri-
mary care clinics serving the residents of Denver,
Colorado. The Walk-in Clinic is the hospital's adult UCC,
which accepts patients from 7:30 AM until 10 PM seven
days a week. Patients are seen in the UCC when they
present directly for care, are referred from the ED, or
referred from the hospital's network of community clin-
ics. At the time of this study over 43, 000 patients were
seen annually, the majority of whom were low-income,
minority patients. Nearly half lacked medical insurance or
obtained it through federally subsidized programs.
Approximately 50% were Hispanic, 30% Caucasian, and
15% African-American. Over 20% of adults presenting for
care spoke only Spanish.
Study Protocol
All clinically stable patients presenting to the UCC
between June 15 and August 11, 2000 who spoke either
English or Spanish were eligible for study inclusion.
Twenty percent of presenting patients were randomly
selected for study participation through the use of a ran-
dom number table, and selected patients were
approached for study participation prior to their medical
evaluation. The University of Colorado Institutional
Review Board approved the study protocol and survey
instrument, and written consent was obtained from all
study subjects. The survey was administered to patients in
either English or Spanish based on patient preference by
research assistants fluent in both languages. Patients who
presented to the clinic more than once during the studyBMC Health Services Research 2009, 9:222 http://www.biomedcentral.com/1472-6963/9/222
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period were invited to participate in the survey one time
only.
The questionnaire used in this study was developed spe-
cifically for this purpose but was based on prior question-
naires [12,15]. Piloting of the questionnaire was done
prior to the study to determine its acceptability and to
allow for an open-ended question format, in both English
and Spanish, to ensure that the choice of reasons listed on
the questionnaire for accessing care through the UCC was
adequately inclusive. The questionnaire also included
questions from the Medical Outcomes Study Short Form
(SF-12) [16]. Items collected in the survey included level
of education, primary language, insurance status, whether
there was a phone in the home, availability of transporta-
tion, ability to read a newspaper, use of hospital facilities
in the last year, reason for seeking care in the UCC, dura-
tion of the current health problem, whether the patient
felt an immediate evaluation was necessary or could wait
up to 24 hours for an appointment, whether the patient
had attempted to get care for this problem elsewhere,
whether the patient currently had a regular source of med-
ical care and a primary care physician. Chart review was
also performed by the research assistants to document
insurance status, ethnicity, age, Denver residency, prior
receipt of preventive care services within our health care
system such as cholesterol testing, mammography, and
Pap smear receipt, and the total number of clinic and hos-
pital visits to the Denver Health system in the previous
three years.
Statistical Analysis
Population data were summarized using medians, ranges,
frequencies and percentages. Multiple logistic regression
models were used to identify factors associated with the
following subpopulations: patients with no usual source
of care, patients with no regular physician, and patients
who delayed care for more than two days. Models were fit
using backward selection and p < 0.1 as a cut off to keep
independent variables in the models. Colinearity or corre-
lation among independent variables was tested using
Cronbach's Coefficient Alpha, and the Kappa Statistic.
When independent variables showed colinearity the vari-
able with the strongest association with the dependent
variable on univariate analysis was used in the multiple
logistic regression models [17]. Observations were
excluded from the logistic regression analysis if either the
dependent variable was missing or if any of the independ-
ent variables were missing. Interactions among the inde-
pendent variables were not considered for the analysis.
When a response was "don't know" or "decline to answer"
or "N/A" it was considered missing. All analyses were
done in SAS version 8.0 or higher.
Results
During the time period of the study, there were 6, 564
patient visits made by 5, 497 patients. A total of 1, 262
patient visits were randomized to survey participation,
representing 19.2% of all patient visits during the study
period. Of those randomized, 256 patients (20.3%)
refused participation, were ineligible, or had a previous
clinic visit in which they were surveyed. The 1, 006
patients in the survey group represented 18.3% of all
clinic patients seen during the study period. Although
demographic information was not available for patients
who refused to participate, surveyed patients were similar
to the 5, 497 total clinic users during the study period in
regards to age, ethnicity/race, gender, and insurance status
(Table 1).
Surveyed patients had many characteristics that reflected a
lower socioeconomic status. 24.8% reported not having
obtained a high school degree, 17.9% reported that they
were unable to read a newspaper in English, and almost
12% were homeless. Twenty-five percent of respondents
identified Spanish as their preferred language, and 23.6%
of surveys were completed in Spanish.
Patients were asked to note the reasons that they pre-
sented to the UCC; surveyed patients could respond posi-
tively to multiple reasons (Figure 1). 40.6% of patients
reported they came to the UCC because it was open when
they were off work, 36.9% because they had transporta-
tion available, 51.2% because the location was conven-
ient, 53.5% because no appointment was necessary,
42.7% because they were able to get same day medica-
Table 1: Demographics of surveyed patients and all clinic 
patients during the study period
Surveyed patients All clinic patients
n = 1, 006 % n = 5, 497 %
Race/ethnicity
Hispanic 507 50.4% 2784 50.6%
White 301 29.9% 1633 29.7%
Black 162 16.1% 855 15.6%
Other 34 3.4% 225 4.1%
Missing 2 0.2%
Gender
Female 588 58.4% 3247 59.1%
Male 418 41.6% 2250 40.9%
Insurance
No insurance* 723 71.9% 4090 74.4%
Medicaid 94 9.3% 652 11.9%
Medicare 44 4.4% 347 6.3%
Other 142 14.1% 408 7.4%
Missing 3 0.3%
Age in years
Median (range) 33 (18-90) 34 (18-97)
*includes those on the state's indigent care programBMC Health Services Research 2009, 9:222 http://www.biomedcentral.com/1472-6963/9/222
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tions, and 43.9% because of same day test results. In addi-
tion, 46.4% noted that they came to the UCC because they
could obtain care quickly. Notably, 31.9% of our surveyed
patients reported that they had been told to come to the
UCC by a physician or nurse, and 28.8% had been told to
come to the UCC by a friend or relative. Only 15.1% of
our patients reported that they chose to go to the UCC
because co-payments were not mandatory.
Lack of a regular physician was reported by 67.9% of
patients and 57.2% lacked a regular source of care. Results
of multiple logistic regression analysis to determine pre-
dictors of the subpopulations are shown in Table 2. Those
who were uninsured or participated in the state's indigent
care program were more likely to lack a regular source of
care (p < 0.01) and a regular physician (p < 0.01). Younger
patients and male patients were also more likely to lack a
regular source of care (p < 0.01) and a regular physician (p
< 0.01). White patients were more likely than both black
and Hispanic patients to lack a regular source of care (p =
0.04 and p = 0.008, respectively). Those who spoke Span-
ish as a primary language were more likely than primary
English speakers to lack a regular physician (p < 0.0001).
There was a direct relationship in our patient population
between receipt of preventive healthcare services and a
regular source of health care other than an ED or UCC
(data not shown). Patients who noted a regular source of
care were significantly more likely to report having had a
flu shot in the past twelve months (34.9% vs. 21.3%; p <
0.01) or having had a cholesterol test in the past five years
(46.8% vs. 27.3%; p < 0.01). Chart review at our institu-
tion confirmed these self-reported results in regard to cho-
lesterol testing in the past three years (24.9% vs. 7.6%; p
< 0.01). Women who reported a regular source of care
were significantly more likely to have had a documented
Pap smear at our institution in the past three years (p <
0.01). However, even among those reporting a regular
source of care, only 53.9% of women had a documented
Pap smear in the past three years. Among women greater
than age 50, 47.5% of those with a regular source of care
had a documented mammogram in the past two years,
compared to 36.4% of those without a regular source of
care (p = 0.37).
Seventy-one percent of patients presenting for evaluation
to our UCC had been sick for more than two days, with
Reasons patients chose to seek care in the urgent care setting Figure 1
Reasons patients chose to seek care in the urgent care setting.BMC Health Services Research 2009, 9:222 http://www.biomedcentral.com/1472-6963/9/222
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49% noting that their current medical problem had been
present for a week or longer. Factors that predicted a
patient-reported delay of greater than two-days in seeking
care are listed in Table 3. Those patients without insurance
or on the state indigent care program were more likely to
report a delay in seeking care. In addition, older patients,
those who reported that their physical or emotional prob-
lems interfered with social activities, and those who were
unable to afford physician appointments were more likely
to delay seeking care. Among those who delayed care for
more than two days, many reasons were reported: 26.4%
identified lack of insurance, 50.1% were "not in enough
pain until now", 45.9% were "not sick enough until now",
15.7% were unable to get off of work, 11.5% were unable
to get transportation, and 9.8% were unable to contact
their physician. Eighty-nine percent of patients felt that
they needed to see a doctor immediately and 28.3% of
patients had tried to see another doctor or been to another
hospital previously with the same problem.
Discussion
In this study we have documented many of the reasons
that indigent patients rely on UCCs for their health care
needs. The results confirm that patients tend to seek care
in an urgent care setting due largely to convenience,
affordability, and more timely care. Interestingly, the fact
that there was no co-payment required at the time of the
UCC visit was not reported as influential among a host of
convenience factors. Our findings suggest that in order to
shift a portion of the urgent care population to the pri-
mary care setting an attempt will not only need to be
made to improve financial coverage for low income
patients but also for the primary care setting to adopt
Table 2: Factors associated with patients reporting no usual source of care and no regular physician
Predictor Odds ratio 95% CI p value
No usual source of care (n = 575):
Male 2.3 1.68-3.08 < 0.001
Can not read English 1.9 1.22-3.03 0.005
White (vs Hispanic) 1.6 1.14-2.36 0.008
Not a resident of catchment area 1.6 1.04-2.54 0.032
Absence of a chronic medical condition 1.6 1.18-2.19 0.003
White (vs Black) 1.6 1.02-2.47 0.043
Not insured* 1.6 1.15-2.18 0.005
Transportation other than a car 1.5 1.06-2.09 0.021
Younger (decreasing by 10 years) 1.4 1.20-1.53 < 0.001
No regular physician (n = 683):
Spanish as primary language 2.7 1.75-4.22 < 0.001
No phone available for use 2.3 1.02-5.32 0.046
Reports "can't afford MD appointment" 2.3 1.59-3.38 < 0.001
Not a resident of catchment area 2.2 1.36-3.73 0.002
Not insured* 2.2 1.59-3.08 < 0.001
Absence of a chronic medical condition 2.1 1.52-2.96 < 0.001
Male 2.0 1.44-2.75 < 0.001
Physical health or emotional problems don't interfere with social activities 1.7 1.19-2.46 0.004
White (vs Hispanic) 1.6 1.09-2.45 0.018
Younger (decreasing by 10 years) 1.3 1.18-1.51 < 0.001
White (vs Black) 1.1 0.66-1.70 0.811
*includes those on the state's indigent care program
Table 3: Factors associated with patients reporting delaying care for two or more days (n = 713)
Predictor Odds ratio 95% CI p value
Saw a different physician first 2.0 1.40-2.83 < 0.001
Physical health or emotional problems interfered with social activities 1.5 1.02-2.20 0.040
Not insured* 1.4 1.04-2.01 0.028
Inability to afford physician appointments 1.4 0.98-1.97 0.064
Younger (decreasing by 10 years) 0.8 0.72-0.92 0.001
Not a resident of catchment area 0.7 0.46-1.02 0.061
No phone available for use 0.5 0.26-0.82 0.009
*includes those on the state's indigent care programBMC Health Services Research 2009, 9:222 http://www.biomedcentral.com/1472-6963/9/222
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many aspects of UCCs, which make them a preferred
method to access care.
A perception of convenience was the most significant driv-
ing factor for patients in our study to seek care at the UCC.
The lack of a need for an appointment was the most fre-
quently cited reason (53.5%) for choosing urgent care.
Since 40.6% of patients reported that they chose the UCC
because it was open when they were off work we surmise
that the long hours and 7 day schedule makes UCCs more
accessible than primary care facilities which have more
traditional hours. The degree to which the UCC's flexibil-
ity in scheduling attracted patients suggests that similar
scheduling within conventional primary care systems may
successfully attract a portion of these patients. The con-
cept of "open access" appointment scheduling has been
found to accommodate patients' urgent health care needs
while providing continuous, routine care [18]. A study
examining the implementation of an open access schedul-
ing system within a large multispecialty medical group
found patients with chronic diseases (depression, heart
disease, or diabetes) decreased utilization of UCCs by
roughly one-third when open access scheduling was avail-
able at the primary care clinic [19]. However, the study
found no change in frequency of ED visits or hospitaliza-
tions.
In addition to suggesting convenience as a driving factor
for patients choosing to obtain care at the UCC, our study
also demonstrated that patients perceive the care in the
urgent care setting to be timelier. Similar perceptions have
previously been demonstrated as a driving factor for
patients choosing urgent care [13]. Young et al. found that
twenty-one percent of ambulatory patients seeking care in
an ED did so because they felt that they would receive bet-
ter care and/or more prompt diagnosis and treatment
[13]. In our study, such perceptions were demonstrated by
43.9% of patients who recognized same-day test results as
a primary reason for choosing our UCC and 46.4% who
viewed the UCC as a means of obtaining care quickly.
Notably, patient expectation of timely care has been
shown to differ from that of physicians. In a recent study
involving eleven written clinical scenarios, patients felt
clinical evaluation should be performed significantly
sooner than did physicians for eight of the eleven scenar-
ios [20]. Acknowledging this discrepancy in perceptions
and educating patients may help mitigate this rationale
for choosing the urgent care setting.
The evidence from our study that patient decision making
is largely driven by convenience and a desire for timely
care is particularly applicable to the recent national debate
surrounding universal health care and the restructuring of
primary care. The need for convenient access and timely
care delivery is one of the seven cornerstones of the new
"patient-centered medical home [21]" as a model for pri-
mary care. Similarly, convenience and timely care have
been emphasized in New England Journal of Medicine's
recent perspective on "The Future of Primary Care" in
which it is noted that "[p]atients needing urgent care must
be able to get care on the day they request it [22]." The
same article proposes that primary care should increas-
ingly utilize "electronic or telephonic consultation" to
serve as a convenient way of addressing patient issues
while reducing demand for visits. Our data, which sup-
ports convenience as the largest driver in determining the
means by which many patients seek care, strongly suggests
that strategies such as these, which increase immediate
healthcare accessibility, would be effective in attracting
patients to the primary care setting.
The results of our study do raise some concern as to
whether implementation of universal healthcare coverage
without carefully addressing non-financial motivation for
preferentially accessing urgent care may permit continued
widespread miss-use of urgent care delivery systems. In
particular, although lack of insurance was predictive of
our patients delaying treatment and lacking primary care
exposure, our data suggest non-economic causes to be
equally strong predictors. Being male, white, or primarily
Spanish speaking all had a higher odds ratio than did lack
of insurance in predicting patient lack of a primary care
source, and Spanish as a primary language had the highest
odds ratio for predicting lack of a regular physician. Fur-
thermore nearly three-quarters of our patients reported
that not having to make a payment at the time of service
was not perceived as an important reason for choosing the
UCC. These findings suggest that increasing financial sup-
port, such as would be done through implementation of
universal health coverage, may have only a limited effect
on decreasing the number of non-urgent patients who
present in the urgent care setting. This idea, in conjunc-
tion with a primary care shortage, can be seen in Massa-
chusetts where the number of ED visits among low
income newly insured patients remains 27% higher than
the state average and concern exists as to whether overall
urgent care visits may have actually increased since imple-
mentation of state-wide health insurance [23]. Similar
trends in increased urgent care utilization have been pre-
dicted in models assessing the impact of health insurance
on medical care utilization [24]. When viewed in the con-
text of these examples our data strongly suggests a need
for addressing the underlying social and cultural motiva-
tions highlighted in our study for choosing urgent care, in
conjunction with offering wider financial support, to fun-
nel non-urgent patients away from the urgent care setting.
Notably, our study also reinforced previous literature
demonstrating that patients who preferentially seek care
in the urgent care setting are at high risk of having manyBMC Health Services Research 2009, 9:222 http://www.biomedcentral.com/1472-6963/9/222
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unmet preventive care needs. Our data demonstrated that
patients with regular sources of primary care were signifi-
cantly more likely to have had a flu shot, cholesterol test,
or PAP smear within the generally accepted time frames.
Access to primary care, even among those previously uti-
lizing UCCs has been associated with decreased reliance
on episodic care services and better quality of diabetes
care [25].
An argument can be made that in light of the heavy reli-
ance on UCCs by a large segment of the population that
opportunities should be sought to provide preventive care
interventions within the context of the UCC visit.
Although follow-up remains problematic, we have previ-
ously shown it to be feasible with cervical cancer screening
[26]. There are also similar data in providing other inter-
ventions, such as immunizations [27,28] without decreas-
ing rates of subsequent use of primary care [29,30]. Our
study's findings highlight the possibility of enhancing the
receipt of these preventive services during UCC visits.
Despite the benefit of offering preventive care services in
an opportunistic manner via the urgent care setting, the
literature has clearly demonstrated the importance of
developing a stable patient-provider relationship, which
is associated with better preventive services than is having
a regular site of care [31].
There are several limitations to this study. Perhaps most
importantly, patients surveyed were those seeking care in
our UCC at least once during the study period, rather than
a population-based study in which a random sample of
community residents were interviewed about their urgent
care needs. In addition, there was no demographic infor-
mation available on survey nonrespondents, although
comparison of the study patient population to all users of
the clinic during the study period demonstrated similarity
in age, race/ethnicity, gender, and insurance status.
Because of the methodology used, we were only able to
verify patients' self-reported prior health care use if it had
occurred at our institution. We were also unable to objec-
tively determine the urgency of a patient's presenting
complaint and/or their need as perceived by health care
professionals to access urgent care services. This study was
conducted during the summer months, so there may be
unique seasonal variations in care-seeking behaviors that
cannot be analyzed here. We intentionally avoided con-
ducting the study during the busy flu season because we
knew it would be a confounder for accessing urgent care.
In our health care system there is a standard method of
triage between patients seeking care in the ED and UCC so
that during the study period all urgent care appropriate
patients were seen in the urgent care and eligible for study
inclusion. However, we made no attempt to assess where
the patient first attempted to seek care (presenting directly
to the urgent care or triaged there from the ED); there may
be substantial differences between these two patient pop-
ulations that influenced our results. Lastly, our findings
may not be generalizable to other populations with differ-
ent patient and delivery system characteristics.
Conclusion
The over utilization of urgent care has a negative impact
on the economic sustainability of healthcare systems, as
well as on the health of individual patients. The findings
of this study offer an explanation as to why indigent
patient populations are increasingly seeking care within
an urgent care setting for non-urgent medical needs. Our
results suggest that although this shift is partially in
response to lack of insurance and financial limitations
among patients, it is also driven by qualities attractive to
patients, such as prompt diagnostic results and treatment,
not needing an appointment, and flexible hours of opera-
tion. Understanding the motivation behind why patients
seek care from UCCs is imperative in order to attempt to
shift a portion of this population back to conventional
primary care. A lack of proper health maintenance among
this patient population is borne out in the literature and
is supported by the results of this study. Possible strategies
to address these concerns would be the adoption of attrac-
tive aspects of the urgent care setting within conventional
primary care systems and the implementation of prevent-
ative care interventions within UCCs and EDs. Further
research is recommended to determine patient response
to such changes in the conventional primary care setting,
as well as to further evaluate the efficacy of preventative
care intervention within urgent care settings.
Competing interests
The authors declare that they have no competing interests.
Authors' contributions
HAB, SM, JCA, RD and PSM participated in the design and
implementation of the study. RD performed the statistical
analysis. DRS, HAB, RD, and PSM participated in interpre-
tation of the study results helped to draft the manuscript.
All authors read and approved the final manuscript
Acknowledgements
This work was supported by a University of Colorado Health Sciences 
Center Internal Medicine Small Grant.
References
1. Grumbach K, Keane D, Bindman A: Primary care and public
emergency department overcrowding.  Am J Public Health 1993,
83:373-8.
2. Kellerman AL: Non-urgent emergency department visits:
meeting an unmet need.  JAMA 1994, 271(24):1953-4.
3. Carret MLV, Fass AG, Kawachi I: Demand for emergency health
service: factors associated with inappropriate use.  BMC
Health Serv Res 2007, 7:131.
4. Shea S, Misra D, Erlich MH, et al.: Predisposing factors for severe,
uncontrolled hypertension in an inner city minority popula-
tion.  N Engl J Med 1992, 327(11):776-81.Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Health Services Research 2009, 9:222 http://www.biomedcentral.com/1472-6963/9/222
Page 8 of 8
(page number not for citation purposes)
5. Baker LC, Baker LS: Excess Cost of Emergency Department
Visits for Nonurgent Care.  Health Aff (Millwood) 1994,
13(5):162-171.
6. Dutton DB: Explaining the low use of health services by the
poor: costs, attitudes or delivery systems?  Am Soc Rev 1978,
43(3):348-68.
7. Pappas G, Queen S, Hadden W, Fisher G: The increasing disparity
in mortality between socioeconomic groups in the United
States, 1960 and 1986.  N Engl J Med 1993, 329(12):103-9.
8. Afilalo J, Marinovich A, Afilalo M, et al.: Nonurgent Emergency
Department Patient Characteristics and Barriers to Pri-
mary Care.  Acad Emerg Med 2004, 11(12):1302-10.
9. Meditz RW, Manberg CL, Rosner F: Improving access to a pri-
mary care medical clinic.  J Natl Med Assoc 1992, 84(4):361-4.
10. Rizos J, Anglin P, Grava-Gubins I, et al.: Walk-in clinics: implica-
tions for family practice.  Can Med Assoc J 1990, 143(8):740-5.
11. Shesser R, Kirsch T, Smith J, et al.: An analysis of emergency
department use by patients with minor illness.  Ann Emerg Med
1991, 20(7):743-8.
12. Rask KJ, Williams MV, Parker RM, et al.: Obstacles predicting lack
of a regular provider and delays in seeking care for patients
at an urban public hospital.  JAMA 1994, 271(24):1931-3.
13. Young GP, Wagner MB, Kellermann AL, et al.: Ambulatory visits to
hospital emergency departments.  JAMA 1996, 276(6):460-5.
14. Baker DW, Stevens CD, Brook RH: Determinants of emergency
department use by ambulatory patients at an urban public
hospital.  Ann Emerg Med 1995, 25(3):311-6.
15. Forrest CB, Starfield B: Entry into primary care and continuity:
the effects of access.  Am J Publ Hlth 1998, 88(9):1330-6.
16. Ware J, Kosinski M, Keller SD: A 12-item short-form health sur-
vey: construction of scales and preliminary tests of reliability
and validity.  Med Care 1996, 34(3):220-33.
17. Draper NR, Smith H: Applied Regression Analysis 3rd edition. New
York: John Wiley & Sons, Inc; 1998. 
18. Forjuoh SN, Averitt WM, Cauthen DB, et al.:  Open-access
appointment scheduling in family practice" comparison of
demand prediction grid with actual appointments.  J Am Board
Fam Pract 2001, 14(4):259-65.
19. Solberg LI, Maciosek MV, O'Connor PJ, et al.:  Does improved
access to care affect utilization and costs for patients with
chronic conditions?  Am J Manag Care 2004, 10(10):717-22.
20. Barry DW, Melhado TV, Kutner JS, et al.: Patient and Physician
Perceptions of Timely Access to Care.  J Gen Intern Med 2006,
21(2):130-3.
21. American Academy of Family Physicians, American Academy of Pedi-
atrics, American College of Physicians, American Osteopathic Asso-
ciation:  Joint principles of the patient-centered medical
home.  2007 [http://www.medicalhomeinfo.org/
Joint%20Statement.pdf]. Accessed July 23, 2009
22. Bodenheimer T: Transforming Practice.  N Engl J Med 2008,
359:2086-a-2089.
23. Lazar K: "Costly ER still draws many now insured.".  Boston
Globe 2008.
24. Buchmueller TC, Grumbach K, Kronick R, Kahn JG: Book Review:
The Effect of Health Insurance on Medical Care Utilization
and Implications for Insurance Expansion: A Review of the
Literature.  Med Care Res Rev 2005, 62:3-30.
25. Ansell D, Schiff R, Goldberg D, et al.:  Primary care access
decreases nonurgent visits for indigent diabetics.  J Health Care
Poor Underserved 2002, 13(2):171-83.
26. Batal HA, Biggerstaff S, Dunn T, et al.: Cervical cancer screening
in the urgent care setting.  J Gen Int Med 2000, 15(6):389-94.
27. Slobodkin D, Kitlas JL, Zielske PG: A test of the feasibility of
pneumococcal vaccination in the emergency department.
Acad Emerg Med 1999, 6(7):724-7.
28. Slobodkin D, Zielske PG, Kitlas JL, et al.: Demonstration of the
feasibility of emergency department immunization against
influenza and pneumococcus.  Ann Emerg Med 1998,
32(5):537-43.
29. Rodewald LE, Szilagyi PG, Humiston SG, et al.: Effect of emergency
department immunizations on immunization rates and sub-
sequent primary care visits.  Arch Pediatr Adol Med 1996,
150(12):1271-6.
30. Babcock IC, Wyer PC, Gerson LW: Preventive care in the emer-
gency department, Part II: Clinical preventive services - an
emergency medicine-based review.  Acad Emerg Med 2000,
7(9):1421-3.
31. Xu KT: Usual source of care in preventive service use: a reg-
ular doctor versus a regular site of care.  Health Services Research
2002, 37(6):1509-29.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1472-6963/9/222/pre
pub